Sarajevo, the capital of Bosnia and Herzegovina, with a pre-war population of 550,000, has been under siege since April 1992. So far, more than 10,000 people in the city have been killed (including 1,500 children), and more than 50,000 people have been wounded (including 15,000 younger than age 18 years).' Sarajevo's largest hospital, the Kosevo University Hospital (with approximately 2,000 beds), has been shelled systematically and hit more than 200 times. Fifteen staff members have been killed inside the hospital's complex. Physicians from the State Hospital of Sarajevo (with about 200 beds) report on the emergency care of civilians in wartorn Sarajevo in the special supplement to this issue of I'rehospital and Disaster Medicine. They have done this as objectively as possible under the unbearable circumstances of the siege, considering that attempts to save one's own and others' lives has priority over data recording.
The past and present conflicts underlying the recent brutal war in the Balkans, which began in spring 1991 between Serbian and Croatian forces, remain exceedingly complex and are beyond the scope of this journal. However, the medical dictum that prevention is preferred before the need for treatment arises also applies to wars. The many opportunities since the death of former Yugoslavian President Tito in 1980 to prevent this tragedy were missed by the people of Yugoslavia and bv international leaders.
Ernesto Pretto, MD, of the International Resuscitation Research Center (IRRC) at the University of Pittsburgh, who in 1990 was delegated the leadership of the disaster reanimatology research program, decided to extend his research on mass disasters beyond the effects of earthquakes and to learn about humanmade mass disasters as well. In May 1993, he visited-with difficulty and risks-the besieged city of Sarajevo, on a humanitarian and fact-finding mission and to deliver donated equipment used for rapid transfusion and blood cell salvage. 2 He asked me to comment on the situation in the former Yugoslavia because I have been familiar with that country since the 1930s and have striven during the 1990s, through the World Federalists and United Nations Associations of the United States, and the academies of sciences of Slovenia, Austria, and Germany (of which I am a member), to help stop the killing and maiming of civilians through pressure on politicians.
Such efforts have helped arouse public conscience, but so far have been unsuccessful in bringing peace. Physicians, most of whom by professional commitment and oath (in my opinion), should be pacifists, now find themselves in a dilemma. It may be too late to stop the ongoing murdering, maiming, raping, dispossessing, and expulsion of innocent people without resorting to the credible threat of (and willingness to vise) an overwhelming military force. So far, neither the United States, nor European governments, nor the United Nations Security Council, has exerted sufficient force to stop the genocide. Such a force must apprehend and punish the aggressors. The European and United States governments have been unwilling to use such force, in part, because they fear that it would kill allied soldiers and additional civilians.
How can we, as health professionals, just apply Band-Aids and count the dead and injured while ignoring the cause of the disease? Even in peacetime during the nineteenth century in Europe, some pioneers of modern medicine such as Virchow ! of Berlin and Billroth of Vienna considered medicine to be partially a social science and political activism to be a necessary therapeutic tool. In conflicts like the one presently going on in the for-
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Disaster Medicine in Former Yugoslavia mer Yugoslavia, which include war crimes, the separation of political and medical considerations is impossible and would be hypocritical. Bringing medical supplies into encircled, bombarded Sarajevo is necessary and laudable. One must admit, however, that it represents merely a modest palliative effort. It is not specific, effective therapy, as would be stopping those who do the killing.
The culprits are not the majority of Serbs and Croats inside or outside the original territory of Bosnia and Herzegovina. Most of the people of former Yugoslavia, people of diverse ethnic and religious backgrounds, are good people. The fraternicide and genocide that are destroying the formerly secular, peaceful, multiethnic, multireligious, and culturally tolerant society of Bosnia and Herzegovina are being perpetrated from tihe outside, by a few power-hungry and fanatic nationalists consisting mostly of former communists. They are inhumane leaders, who have brainwashed and forced others to be hateful collaborators. These leaders and their followers are military thugs, who label themselves as "Chetniks" of Serbia and "Ustashas" of Croatia. These historic elite killers are comparable to Hitler's SS. Physicians who go beyond traumatology will find the study of these facts interesting from historic and psychologic-psychiatric viewpoints.
The conditions that Dr. Pretto encountered in Sarajevo have been challenging improvisations in emergency care for more than one year, in ways not previously experienced during international and civil wars. The physicians, nurses, and other health care workers of Sarajevo are competent, advanced professionals. Medicine in Sarajevo was of a high caliber, like that found in the German-speaking countries to the north. The poor medical conditions currently found there are different from those encountered in Third World countries. Now, civilians, including health care workers, are trapped and exposed daily to brutalities, including being the targets of snipers and shells from the surrounding hills.
Disaster reanimatology is a term introduced by us in 1976 at the initiation of the Club of Mainz, now called the World Association for Disaster and Emergency Medicine (WADEM). 3 This term is borrowed from Negovsky's reanimatology. Those of us in the field of disaster reanimatology again are learning from the tragic events in the Balkans that each disaster, human-made or natural, must be treated as a separate disease. In Sarajevo, the emergency medical services (EMS), which were in place before the war, have been decimated. Help from the surrounding EMS systems is denied by the aggressors. The surrounding countryside is entirely under the control of the Serbian or Croatian military. International medical help from the outside, only possible by air, is limited because access from the airport into Sarajevo, even the area under United Nations "protection," is controlled by the aggressors. Life-supporting first-aid (LSFA) by those who are uninjured remains the first, most important step in the life support chain. 4 Attempts by bystanders to deliver LSFA, however, can be highly life-threatening, not only for military paramedics, but for all citizens. Day and night, a variable number of severely injured people receive LSFA by civilians, despite the great personal risk. In unprotected areas, these Good Samaritans often are fired on, and many have been hit. This was demonstrated on the videotape brought back by Dr. Pretto. It showed rescue efforts during the "breadline massacre" of 27 May 1992, and sniper fire hitting already injured citizens on the street. Usually, there is no time for stabilization in the field, and people have to use the "scoop and run" approach trying to "resuscitate while running." Health professionals have been selectively and specifically targeted while on duty. In the hospitals of Sarajevo, even special care units have been targeted deliberately by tank gunners and snipers. In hospitals, staffs have been working for months, often with no electricity, no heat, no running water, poor sanitation, and often with exhausted supplies, including anesthetics and oxygen. The articles in the supplement illustrate traumatologic resuscitation, anesthesia, surgery, and life support under "primitive," improvised conditions by personnel with modern medical education.
The IRRC's multidisciplinary disaster research program focuses on reanimatology. 3 It focuses on those who are not killed immediately, but those who die slowly after a disaster strikes, and in whom special application of modern resuscitation methods sometimes might lead to survival without major disability. Considerable information on resuscitation potentials in acute mass disasters recendy has come from retrospective interview studies of major earthquakes. 4 Earthquakes are sudden impact events that are followed by rescue, resuscitation, and rehabilitation. This type of natural mass disaster has served as a model "disease" for research. The results hopefully will influence planning and preparedness and improve future responses. The situation in Sarajevo and other populated areas in Bosnia and Herzegovina that are isolated and under chronic bombardment and sniper fire is quite different. Sarajevo and other enclaves under siege are suffering from the chronic civilian disaster of ongoing trauma and deprivation. The situation in. Sarajevo also differs from the challenges ordinarily met by military medicine, which is designed to provide care for wounded soldiers. Military medical personnel usually are well-equipped and have some form of an organized life-support chain, including transport and evacuation. In this war, however, 80% of casualties have been civilians, supplies are exhausted, and transport and evacuation of the wounded are nearly impossible to achieve.
The 380,000 citizens of Sarajevo who remain there, people of all ethnic and religious backgrounds, are in their second winter of life-threatening deprivations. The aggressors are attempting to stop deliveries of water, food, gas, oil, electricity, and medical supplies. The captives are waiting for the final onslaught in which the Chetniks' tanks will try to take the city. That could result in mass murder and possibly even annihilation of the population, resembling what happened in the Warsaw ghetto during World War II. The citizens are losing hope of being liberated, as was the case for those in the besieged citadel of Leningrad in World War II.
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